Introduction
This pilot study was conducted as a first step toward developing a new instrument, the EIBI Parental Self-Efficacy (EPSE) Scale. The purpose of the EPSE Scale is to assess parents of children with autism who are actively receiving Early Intensive Behavioral Intervention (EIBI), specifically in regard to any challenges they might be experiencing related to the demands of implementing an in-home EIBI program.
Research has repeatedly demonstrated that EIBI, a comprehensive treatment package based on the science of applied behavior analysis (ABA), is currently the most effective evidence-based treatment for young children with autism [1] [2] [3] [4] [5] . Although EIBI is known to be highly effective, it is also known that implementation can place heavy demands on parents [6] [7] [8] . EIBI is mostly home-based and requires thousands of one-to-one instructional hours with the child for several years, along with ongoing intensive parental involvement expectations. As such, EIBI implementation can also require major lifestyle adjustments for the whole family [8] [9] [10] .
The ability of parents to be involved is key to the EIBI treatment approach [11, 12] . However, requiring too much from parents can actually be detrimental toward overall intervention effectiveness [13] . Providers need to be keenly aware of each parent's current capacity in order to determine an appropriate balance of expectations. Therefore, the potential value of the EPSE Scale is that it gives providers an objective method to identify any underlying problems experienced by parents, which may not be immediately obvious but could inhibit treatment effectiveness if not properly addressed.
Clinic-Directed versus Community-Based EIBI.
As EIBI has evolved into a broad spectrum of intervention packages for children with autism over the past few decades, several publications have helped clarify its core elements [5, 8, 14, 15] . Early signifies that intervention should begin as soon as possible, typically following diagnosis and preferably by the age of 3. Intensive indicates that direct treatment hours should range from about 20 to 40 per week for at least two years, depending on the child's age and other factors. Behavioral means that all teaching methods are consistent with the science of ABA and guided by an individualized, developmental, 2 Autism Research and Treatment and comprehensive curriculum that addresses a wide range of skills in all domains of functioning. Intervention refers to the entire treatment package, which involves creating a structured and predictable learning environment for the child to respond appropriately and be reinforced. Each child's treatment program must be designed and directed by a certified behavior analyst and delivered mostly in a one-to-one context by a team of trained paraprofessional behavioral therapists (i.e., technicians) in the child's natural environment.
Depending on available providers and funding sources, families may receive either a robust clinic-directed model with all services managed by an EIBI provider agency or a community-based model in which parents are responsible for significantly more program management duties [16, 17] . Although there are many variations of community-based models, the general distinctions are that far fewer resources are available and a significant portion of treatment management becomes the parents' responsibility [13, 15] . Staff typically receive less training and supervision, which requires parents to take a more active supervisory role. At times, parents must also recruit their own therapists from the community, as provider agencies may not always have enough capacity to meet demand. Funding is generally much lower than a clinic-directed model and supervisors have less time to spend on each case due to higher caseloads, which can result in diluted treatment with fewer research-based protocols. Parents may need to guide their teams between consultation visits from program supervisors, without necessarily knowing how to respond optimally to various challenges. It is important to note that studies do show that communitybased EIBI is effective, but considerably less so than clinicdirected programs [2, 15, [18] [19] [20] . The benefit, however, is that community-based models can reach far more children and families in need. Therefore, as the need for EIBI grows, it is critical that providers have better tools to deliver more effective services in community-based models.
Demands on Parents.
Implementing EIBI inevitably requires families to manage a wide range of tasks and challenges, especially within a community-based model. For example, parents must establish a robust in-home therapy environment in the context of their daily lives that involves frequent visits from therapists. They typically must be present for up to two sessions per day of about three hours each, in addition to weekly or monthly meetings and training with their therapy team [1, 15, 16, 21, 22] . Some programs require parents to act as cotherapists themselves, in varying capacities from highly structured to naturalistic, which can be stressful for some. Outside of direct therapy time, parents are usually tasked with implementing consistent behavioral strategies with their child, which at times may increase behavioral challenges and require extensive perseverance under pressure [8, 13, 23] . Sadly, these techniques are too often misunderstood by extended family or community members, leaving parents at risk for feeling stressed, socially unsupported, or judged as unable to control their child's behavior despite doing all they can to follow the EIBI program's recommendations [24] [25] [26] .
Several studies have investigated how well families adapt to EIBI. One study interviewed parents that completed EIBI for at least two years, who believed it was beneficial but also had struggles [7] . The lack of in-home privacy was often difficult and not always respected by therapists. Administrative duties could also be stressful and take time away from the rest of the family. Additional frustration ensued when therapists had issues with reliability, punctuality, and maintaining confidentiality. The authors suggest that EIBI may at times exacerbate marital strain. Another study found that EIBI can be emotionally difficult for mothers, involving fatigue and a sense of sacrifice [6] . Some found it difficult to be both mother and therapist, feeling less effective than other therapists and struggling to transition back into the parent role, in addition to finding time for their other children. A separate study found that EIBI impacted the family's home environment, with requirements such as allocating space exclusively for therapists to work without distractions, and some families had little time for other social activities [10] . Each of these studies identifies different struggles that families have faced, yet the participants only represent parents who were able to complete the EIBI program. The impact of struggles faced by families who were unable to sustain the treatment is still unknown, which further emphasizes the need for a standardized assessment tool to identify risks before they significantly impede treatment implementation.
The Role of Self-Efficacy.
Since it is known that EIBI implementation can pose significant challenges for parents, the logic follows that the odds of treatment success could be improved if providers have a way to predict which specific tasks and behaviors are most likely to be a struggle for any given family, so that they can give extra attention to those areas. In the psychological literature, a commonly measured predictor of behavior is self-efficacy, which is defined as the degree to which a person believes he or she is able to perform a particular skill or behavior [27, 28] . A person's level of selfefficacy for any given behavior serves as a predictor because it influences whether or not he or she will engage in that behavior, as well as persist, when confronted by challenges. For that reason, the EPSE Scale is constructed as a measure of self-efficacy for tasks and behaviors specifically related to EIBI implementation, to assess how likely parents are to continue completing those tasks over time as the treatment progresses.
According to Bandura [27] , self-efficacy is most relevant when people have the skills, incentive, and opportunity to do the task, so that self-efficacy is the only remaining factor to alter their behavior. Parents implementing EIBI clearly have the incentive and opportunity, but some may not have adequate levels of self-efficacy for all necessary tasks to persist when circumstances are challenging. Utilizing self-efficacy as the guiding psychometric for the EPSE Scale is fitting because self-efficacy has been shown to predict positive parenting practices under stressful circumstances [29] . For the purposes of this study, EIBI implementation is conceptualized as a component of parenting because all parents are responsible for coordinating any treatment necessary for their child's well-being. It is also worthy to note that self-efficacy has been the construct of choice for domain measurement with many other conceptually similar scales, such as assessing one's Autism Research and Treatment 3 ability to self-manage a treatment regimen for other health conditions [30, 31] .
The Need for a New Instrument.
As discussed, EIBI is a very unique and intensive treatment. The specific demands on parents are not easily comparable to other early intervention services that consist of far fewer hours and in general a much less comprehensive approach. No other measurement tool has been published that specifically targets a parent's ability to carry out the tasks and behaviors uniquely related to EIBI implementation, even though it is the most evidencebased treatment available for young children with autism. One other publication, the Early Intervention Parenting SelfEfficacy Scale [32] , appears similar on the surface but is not specific to autism or EIBI. Instead, it measures self-efficacy related to feeling competent as a parent and helping the child make progress, while receiving early intervention services such as speech and occupational therapy. This scale may have value for the same target population for which the EPSE Scale is intended, but it measures an entirely different construct and would not be appropriate to specifically identify EIBI treatment implementation challenges.
Bandura [28] emphasizes that self-efficacy measurement tools must be designed to examine specific domains of functioning. It is not useful (or accurate) to simply say that someone has a high level of self-efficacy, for example, because it is not a global construct that applies equally to everything a person does. Instead, the recommended approach to developing self-efficacy based scales is to measure a defined class of performances under various classes of relevant conditions. The EPSE Scale achieves this goal by assessing common tasks specifically associated with implementing EIBI in a variety of circumstances that parents are known to experience. Additionally, because self-efficacy beliefs can vary over time [28] , the EPSE Scale is designed to be administered at multiple times throughout the EIBI treatment process as needed so that new concerns can be identified and addressed anytime. The intended outcome is for providers to use the resulting information to facilitate discussion with parents to find solutions and improve their self-efficacy in those areas. In theory, this process should ultimately help families overcome EIBI challenges because improving self-efficacy can change the perception of treatment barriers [33] .
For decades, researchers have focused on demonstrating EIBI as an effective treatment, but only recently are researchers noting a need for parental assessment to understand their readiness for such a taxing treatment regimen [12, [34] [35] [36] . Currently, EIBI providers do not typically assess barriers experienced by families that affect implementation and adherence [37] . Instead, it is often just assumed that parents can fulfill their requirements [35] . Since not all families complete the recommended treatment time to maximize EIBI outcomes [38] , researchers must identify more effective methods to support parents with successful ongoing implementation, especially in community-based models.
Challenges faced by families are an individualized combination of circumstances. Schreibman [39] has noted that practitioners need to be more responsive to feedback from families, as EIBI requires the involvement of the child's total environment. The overall rationale for this study was to develop a tool to identify what each individual family is facing on a case-by-case basis as they attempt to implement EIBI in their home, so that solutions can be equally individualized. The goal of the EPSE Scale is to provide a practical tool to assess parental capabilities related to completing tasks and behaviors necessary for EIBI implementation, which in turn gives providers a clearer insight into what they need to focus on to help each family succeed, thereby adding to the overall social validity of EIBI.
Methods
This study was completed in four phases: (a) scale construction, (b) expert review field test, (c) pretest administration, and (d) large sample pilot study. The first step involved creating and revising items using best practice guidelines [40] . This draft was shared with subject matter experts for suggestions on individual items and the scale as a whole. The second draft was used for pretest administration with a small sample of the target population, followed by additional feedback to assist with making further improvements. The final phase involved 192 participants completing the scale and providing demographic information. Statistical analyses were conducted to establish key scale properties including reliability, validity, and factor structure. In summary, this pilot study completed a rigorous development and initial testing process for the EPSE Scale, as a first step toward preparing it for future use in research and practice.
Scale Construction.
Two primary sources were used to guide the development of the scale's first draft. DeVellis [40] provides a comprehensive overview of best practices for scale development in the social and behavioral sciences, while Bandura [41] offers specific guidelines for developing self-efficacy based scales. As per DeVellis, initial scale construction is done in three steps: (a) determining item format, (b) brainstorming a large pool of possible items, and (c) refining the initial item list.
As recommended by Bandura [41] , the items on the EPSE Scale ask participants to rate how certain they are that they can do a given task or behavior under various challenging conditions, consistent with the construct of selfefficacy. The phrasing of items follows a consistent format to avoid confusion. Participants respond using a Likert scale to indicate level of belief in their capabilities, consistent with Bandura's approach and other widely used scales [40] . Each item describes a specific task or behavior associated with implementing EIBI. Although Bandura recommends a scoring range of 0-100, DeVellis cautions against false estimates of precision. Therefore, a 7-point scale is used instead, which DeVellis identifies as a standard approach for measuring attitudes and beliefs. This range also provides enough response variation to conduct robust reliability testing and factor analysis.
A series of best practice guidelines [40] were followed to optimize the initial list of possible items, including testing the reading level to ensure it was not above seventh grade, avoiding any ambiguous words or phrases, and limiting each item to a single task or behavior. Since parental responsibilities associated with EIBI are broad, categories were established based on the literature review to ensure that items were brainstormed within all facets of the domain for a wide range of possible situations.
The literature review followed a comprehensive process involving a wide variety of search terms related to autism, EIBI, treatment efficacy in real world settings, parental adherence and experiences, barriers to treatment, communitybased and clinic-directed models, and the role of self-efficacy. Robust online databases were utilized, and references within retrieved articles were analyzed for additional leads as part of a snowball approach. Over 200 peer-reviewed journal articles and several dozen textbook chapters were examined in all. Content was categorized and coded to identify the most common and relevant themes for scale construction.
Using this information, an initial list of 343 items was developed and then refined by identifying items that most clearly represented a range of tasks related to EIBI implementation. The primary considerations were avoiding redundancy, picking items most relevant to the construct, and eliminating wording confusion or vagueness. When finished, the first draft of the scale contained 100 items and a set of instructions that were created in accordance with Bandura's [41] guidelines of clarifying that participants are to rate their perceived capabilities now, rather than what they expect to be able to do in the future.
Expert Review Field
Test. The field test followed best practices [40] and included 14 subject matter experts from the following categories: (a) behavior analysts with extensive EIBI experience; (b) parents who had completed EIBI and helped other families; and (c) published researchers in the fields of autism, EIBI, and self-efficacy. Experts were asked to rate each item on the scale as excellent, average, or poor based on the following considerations: (a) readability, (b) relevance, (c) likelihood that people would understand the question, (d) specificity of task or behavior, and (e) representativeness of EIBI parental responsibilities. Comment fields were also available to give feedback on each item, as well as the scale instructions. Experts were also asked for general feedback on (a) how well the tasks and behaviors listed relate to successful EIBI, (b) changes to how the scale should be organized, (c) potential problems, (d) other examples or themes that should be included, (e) concerns for items that might upset or embarrass participants, and (f) other suggestions.
Expert feedback was analyzed to identify common themes and specific suggestions to improve the scale. Ten experts agreed that all of the items represented tasks and behaviors associated with parents successfully implementing EIBI, while four noted that some items did and some did not. Several experts noted that care should be taken to avoid describing any tasks as too difficult, to minimize the risk of parents feeling discouraged.
DeVellis [40] stresses that expert feedback should be strongly considered, but final decisions belong to the researcher as experts may not fully understand the process of scale development. All suggestions were considered in a systematic way by calculating the expert rating scores and categorizing common feedback themes. This input was used to make decisions around revising some items and deleting others. The process concluded with 49 items for the second draft of the EPSE Scale.
Pretest
Administration. The pretest administration tested the draft scale with a small sample ( = 10) of the target population, to identify any problems before recruiting a large sample and obtain final feedback for revisions. Inclusion criteria were parents or guardians currently implementing EIBI for a child with autism under the age of six. Participants also had to be at least 18 years old, fluent in English, living with the child, and responsible for coordinating services. All recruitment materials directed participants to a website that contained all information, consent forms, and questions for the study. Participation was anonymous. An option was given to provide contact information to participate in a voluntary phone call to provide additional feedback. General questions were asked about the participation experience, including whether the length was reasonable, instructions were clear, the layout was easy, and if they experienced any distress. All items were then displayed again with an optional comment box for participants to share suggestions to improve any particular item.
A simplified item analysis was conducted to observe response patterns, including highest, lowest, and average scores for each item. The range and mean scores were analyzed to determine whether any items were not achieving variation. All items had some variation in scores. After additional revisions based on participant feedback, observations, and reconsideration of scale development guidelines, 29 items were kept as is and five revised, for a total of 34 items.
Participants reported that it took five to 20 minutes to complete the scale, but all felt it was a reasonable amount of time. All stated that the layout was easy to read, they understood what each item was asking, and the rating scale gave them the right amount of response choices. Six participants participated in an optional phone interview and said they felt the scale was easy to complete with straightforward questions. No problems with the scale or experiences of distress or embarrassment were reported. Participants felt they could express their real beliefs and answer all questions accurately. They had no opposition to any of the topics or questions and did not think any items needed to be worded differently to suit the target population.
Large Sample Pilot Study.
In the final phase, the EPSE Scale was tested with 192 participants, followed by statistical analyses of psychometric properties to complete final decisions for item elimination. Participants were recruited across the country through many autism organizations and EIBI providers. All materials were available online and participation was anonymous. The website included participant eligibility screening, consent forms, and a demographic survey. For ethical considerations, it was stated clearly that the purpose of the study was to better understand what factors help families succeed with EIBI. It was explicitly noted that the purpose was not to determine whether someone is able to implement EIBI and that it is not yet known Autism Research and Treatment 5 whether these items are necessary to be successful. It was also clarified that this scale would not be used in any way to determine eligibility for treatment, in case any participants were concerned that their answers or future use of the scale could have a negative effect on families seeking services.
Following data collection, four major analyses were conducted: (a) initial item analysis, (b) item correlation analysis, (c) reliability analysis, and (d) factor analysis. When all analyses were complete, final decisions were made regarding items to eliminate and factor interpretation, guided by recommendations from several scale development publications [40, [42] [43] [44] .
Results
Data analysis involved identifying factor structure, determining items to eliminate, and establishing psychometric properties for the EPSE Scale. The final scale consisted of 29 items and five factors, with exceptionally strong reliability scores. Basic construct and content validity were also established, and an item analysis revealed additional key properties of the scale.
Sample Characteristics.
The initial eligibility criteria required that the participant's child be less than six years old and receiving at least 20 hours per week of home-based EIBI, and 41 participants completed the study under these criteria. Unfortunately, the researcher experienced significant recruitment challenges and had to modify the eligibility criteria beyond the intended target population in order to secure enough participants for statistically significant data analysis. A decision was made to expand the parameters to include parents who had limited experience implementing EIBI but could likely relate to the items asked in a meaningful way. Following IRB approval, the age limit was increased to less than nine years old, and hours per week were decreased to five or more. Additionally, parents whose child had received EIBI in the past before the age of nine were accepted, with instructions to respond to the best of their memory regarding how they felt on average while their child was receiving EIBI. The modified sample criteria are clearly the biggest limitation to this pilot study, and all findings should be interpreted accordingly. However, the changes did facilitate more successful recruitment as an additional 151 participants then completed the study for a total of 192, achieving the scale development sample size standards put forth by DeVellis [40] .
Participant demographics revealed a broad distribution of household income and employment status, as well as geographical locations from 26 states. The most common categories for respondents were biological parent (97%), over the age of 30 (91%), female (89%), married (78%), and Caucasian (77%). In total, 75% had a child currently receiving EIBI, with 57% meeting the initial eligibility criteria and target population definition of under age six.
3.2.
Reliability. Reliability was assessed using Cronbach's alpha [45] , which is generally recommended for scale development. Cronbach's alpha for the final 29-item EPSE Scale was .900, which is essentially an ideal score according 
Validity.
The process used to develop the EPSE Scale allowed for two forms of basic validity to be established, using standards defined by DeVellis [40] . Construct validity was established by strictly adhering to the guidelines of selfefficacy theory and the boundaries of the scale's primary construct of parental ability to continue implementing EIBI. Content validity was established by conducting the field test, wherein subject matter experts helped determine whether the EPSE Scale was easy to understand, representative of the construct, and appropriate for the target population.
Item Analysis.
The item analysis analyzed the mean, standard deviation, variance, range, minimum, and maximum scores. As per DeVellis [40] , items with the following characteristics are candidates for elimination: (a) mean near the extremes, (b) low standard deviation, (c) low variance, (d) low range, or (e) minimum or maximum not approaching the extremes. Table 1 summarizes the mean, lowest, and highest numbers for item scores within each of the identified categories. Most items had means closer to the maximum than midpoint. Standard deviation and variance averaged above 1.0, and range averaged at least 5. As such, the following criteria were established to mark items for possible deletion: (a) mean above 6.5, (b) standard deviation below 1.0, (c) variance below 1.0, (d) range below 4, (e) minimum above 3, and (f) maximum below 5.
In general, all items had high mean scores. However, since the purpose of the EPSE Scale is to identify struggles, it may not be appropriate to assume that a midpoint score should be the average. One ethical theme from the expert review was that items should not portray EIBI as too difficult, which could discourage families. Therefore, a higher average may be appropriate.
Descriptive statistics were obtained for total scale scores across participants. The range between minimum and maximum scores was 130. The mean scale score was 199.96, with a standard deviation of 20.32, which equals three standard deviations above the midpoint of 136.
The total number of responses for each possible item score was analyzed, and the results revealed a negative skew of −1.288. This result was not surprising since, as previously noted, mean item scores were high, but in general participant data did not display a normal distribution.
For an item correlation analysis, the Pearson productmoment correlation coefficient ( ) was obtained for all items. Floyd and Widaman [44] state that the minimum score should be 0.20, and Field [43] cautions that items with very high correlations of 0.90 or above may be problematic due to multicollinearity. The matrix revealed no correlations above 0.90, but nearly half were below 0.20. The risk of low correlations is that they may perform poorly in factor analysis. However, as explained in the next section, no such issues arose.
Factor Analysis.
Factor analysis identified how many factors were causing item response variation. Items that did not fit into a factor were eliminated. The four major steps conducted were (a) factor extraction, (b) factor rotation, (c) factor loadings, and (d) interpretation of factors.
Factor extraction involves determining how many factors to analyze, using either exploratory or confirmatory methods [40] . Exploratory methods are recommended when there are no firm expectations regarding the number of factors based on theory or prior research [44] . Since the goal of this study was to measure something not previously researched, exploratory factor analysis was utilized. This process was conducted in two ways, using both a principal components analysis (PCA) and a common factor analysis (CFA).
The extraction procedure was conducted with the eigenvalue level set at over one. A scree plot was generated, and the extraction sums of squared loadings for all eigenvalues over 1.0 were examined, separated by PCA versus CFA. The eigenvalue rule [46] states that factors with eigenvalues of less than 1.0 should not be retained. However, DeVellis [40] explains that 1.0 is equivalent to the effect of a single item, so a value just above 1.0 may not be worth retaining either. For this test, eigenvalues showed six factors clearly above 1.0 with the lowest at 1.273, followed by 1.098. Therefore, only the top six factors were retained.
Field [43] also recommends checking the value for the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy. A value greater than 0.5 signifies that the sample size is adequate for factor analysis, and the KMO value for this sample was .863. The next step was to conduct factor rotation so that meaningful groupings of items could emerge. Both orthogonal and oblique rotations were conducted with PCA and CFA analyses. Floyd and Widaman [44] state that a high cumulative percentage such as 80% is ideal, so that these factors are accounting for most of the variance. These analyses did not quite achieve that goal, as PCA rotation represented 55.5% of the variance and CFA represented 46.4 percent.
In total, factor extraction and rotation were conducted in four ways: (a) PCA orthogonal, (b) CFA orthogonal, (c) PCA oblique, and (d) CFA oblique. The factor loading results for each combination were analyzed, and CFA orthogonal provided the clearest factor structure.
Several considerations were important to arrive at this conclusion. First, the oblique rotations did not provide enough clarity. Both PCA and CFA factor loading results showed at least seven items that did not meet the minimum strength requirements of .400 for PCA or .350 for CFA. Deleting these items solely on this basis would have put the scale at risk as more items may have been deleted later for other reasons, resulting in potentially too few items overall to accomplish the scale's goals. Additionally, both oblique analyses contained one factor with no items even achieving a minimal loading requirement of .300. Floyd and Widaman [44] state that factor loadings are most meaningful when they exceed .300 or .400 and that at least three items should have significant loadings to retain a factor. Clark and Watson [42] state that factors should load at least .350 in CFA or .400 in PCA and that items loading strongly on only one factor are the best candidates to keep.
By contrast, both orthogonal extractions had strong results with almost all items clustering clearly around all six factors with good distribution. PCA, however, did not clearly reveal which items should be deleted, as too many items loaded strongly on more than one factor. The only area in which PCA outperformed CFA was total variance explained (55.5% versus 46.4%, resp.). However, the initial eigenvalues showed that 14 factors would be required to reach the desired goal of 80 percent, which would be too many for the practical purposes of this scale and would contain six eigenvalues below 1.0.
The process of interpreting factors involves qualitatively examining items loading on each factor. If similarities can be explained as indicators of a theoretical construct, the factor can be interpreted [40] . Loading values were considered as well, with scores below . After rerunning CFA orthogonal analysis with these five factors, cumulative amount of variance was 46.2 percent, just below the score obtained in the original analysis with six factors, thus maintaining the amount of total variance explained despite eliminating one factor. The final rotated factor loadings are provided in Table 2 , along with all items and their interpreted factor themes. Reliability scores for all factors are also shown, ranging from .695 to .835, which rates as acceptable to very good [40] . All items loaded above the CFA .636 Be one of your child's therapists, and balance this role with also being a parent .578 Be persistent and try different things to get your child to engage in activities with you .578 Be enthusiastic when you work with your child, even if you feel sad about other things .550 .473
Note. Varimax rotation procedure used in SPSS. Numbers across header row represent extracted factors. Item loadings lower than the assigned factor are not shown. Cronbach's alpha scores for each factor are provided.
significance cutoff of .350 on their identified factor group. Some items loaded above .350 for more than one factor, but all except one loaded highest on the correct factor. This item was included in factor five even though its primary loading was on factor one. As shown in Table 2 , both scores were above the defined significance level of .400, but factor five was a better conceptual fit with the interpreted themes. Factor one also had the most items while factor five had the fewest. Thus, the move was made to achieve better overall scale composition. This approach is supported by Field [43] , as factor analysis is an exploratory tool to use only as a guide for making decisions. DeVellis [40] states that item elimination decisions should never be made solely on a statistical basis. Original intent of the scale needs to be considered along with statistical evidence. Following researcher review of all data analysis, five items were eliminated that had undesirable qualities from the item analysis and did not fit into one of the established factors.
The final version of the EPSE Scale contains 29 items within five subscales. The instructions state that the scale is intended for parents/guardians of a child diagnosed with autism (or at-risk), who lives at home with this parent/guardian and is currently receiving home-based EIBI. Participants are asked to read each item and rate how certain they are that they can do the stated task regularly on a scale of 1 to 7, with 1 representing that they can never do it and 7 signifying they can always do it. Tasks that they do now should be scored based on their certainty of being able to 8 Autism Research and Treatment continue doing it, whereas items they have not done yet should be scored based on their belief that they could do it regularly if they had to start now.
3.6.
Limitations. The first major limitation was that the methodology did not allow for robust validity. Two basic forms of validity were demonstrated-content and construct validity. The most powerful form, especially for self-efficacy scales, is predictive validity [40, 41] , which involves first administering the scale and then observing future behavior to see if there is a clear correlation. For the EPSE Scale, that would require a longitudinal study to see if scale scores accurately predict ongoing parent struggles. Presumably, families with low scores would be at higher risk for discontinuing or reducing the intensity of EIBI treatment. This limitation was known before the study began, as the scope of this pilot study did not allow for a comprehensive long-term evaluation of participants.
The next major limitation, as discussed previously, was not expected and arose due to recruiting challenges. The initial goal was 150 participants, but the planned strategy yielded only 41. Since the target sample size needed to be met for factor analysis, the criteria were modified so that more people would qualify. Of the final sample, more than half did meet the initial eligibility criteria and defined target population for whom the scale is intended. However, a good portion of the participants did not. The participants who only met the revised criteria were likely to have had a good understanding of the items as they did have related experience with implementing EIBI, but all findings should be considered in light of this significant limitation.
The demographics also revealed some limitations. Nearly 90% of respondents were female, and almost all were biological parents. More than 70% were over the age of 35, more than 75% were Caucasian, and nearly 80% were married to the other biological parent. Less than 10% had household income under $30,000, and all had at least a high school diploma or GED. These proportions suggest a potentially more stable subpopulation with fewer barriers than some parents of children with autism. There was low representation from minorities, single parents, younger parents, and low income families who may be at higher risk for implementation difficulties. The sample was built on participants independently responding to announcements from support groups, providers, or autism organizations. It is possible that these parents were more likely to be actively involved in their child's treatment and thus scored higher on their capability confidence levels. Overall, however, nearly every demographic category did have some participant representation.
Discussion
The results of this pilot study provide an initial framework for researchers to further develop this new instrument that focuses on understanding parental roles within EIBI treatment. As such, the EPSE Scale is the first of its kind, in that it measures self-efficacy specifically related to the tasks and behaviors that facilitate successful implementation of a very unique and comprehensive autism treatment program. Now that initial development of the scale has been completed, future research is warranted to refine and validate the measure.
The area in which this pilot study offers the most promise is in potential implications for practice. The EPSE Scale was designed with a vision of improving outcomes and family experiences through its use in real world settings, most notably in community-based EIBI models. If additional research successfully validates the scale, it can then be made available to EIBI providers around the world as a tool to help objectively identify any challenges parents are experiencing related to implementation. In practice, use of the EPSE Scale could serve to improve overall communication between parents and providers as part of a commitment to finding family-centered solutions.
The purpose of this scale is not to determine whether a family will succeed with EIBI, but rather to identify any critical areas that are presenting a challenge, so that practitioners have the opportunity to provide assistance proactively and increase the odds of success. This study adds to a growing body of research on how to make EIBI consistently successful in real world and community-based settings.
Once a family has begun implementing EIBI, there are as of yet no defined time intervals regarding when to administer the EPSE Scale. It is clearly not appropriate to administer before treatment begins, as parents will not have any implementation experience to relate to when answering the questions. It does appear to be appropriate early on in the treatment process, such as within the first three months of implementation, and again at various points thereafter (e.g., every six to 12 months). Until further research providers clear recommendations, practitioners should use clinical judgment regarding overall frequency, and it may vary based on the client. However, overuse of the instrument through frequent administrations could be detrimental, as participants could become overly familiar with the questions and exhibit response bias. It is also possible that, in some cases, simply administering the tool once and engaging in follow-up conversation to discuss identified challenges might be enough to establish a relationship of open dialogue and proactive support, which could last throughout the remainder of treatment and not require additional formal administrations of the scale. As stated, further research is necessary to determine the optimal schedule for recurring administrations.
Another limitation of this pilot study is that it does not specify exactly how to interpret any given participant's scale and subscale scores. There is, for example, no identified cutoff point that signifies a problem for either an individual item or a group of items making up a themed subscale. Additionally, this pilot study does not provide evidencebased direction as to what the resulting actions should be if a practitioner assesses a family and finds low scores in certain areas that suggest help is needed. The intended concept is that practitioners would use the scale as a way to objectively collect information from families, followed by a supportive conversation to collaboratively discuss identified challenges. Perhaps modifications can then be made to the treatment protocols as needed with the goal of integrating the program as smoothly as possible into the family's life, thereby maximizing a family-centered approach to EIBI. Additional studies will be necessary to determine how to best interpret variability in scores.
As intended, this pilot study provides multiple opportunities for additional research. The first and most important step is to test the current version of the EPSE Scale with participants that strictly align with the intended target population of children less than six years old who are actively receiving at least 20 hours per week of EIBI. To maximize confidence in the findings, such a study should include a very large sample size, and each demographic characteristic should have significant representation to establish strong evidence for the validity of the tool with all members of the target population. As with any scale, overall validation is only achieved over time by repeated use in research with a variety of populations and circumstances [40] .
Another critical recommendation is to conduct a longitudinal study that tracks participants for up to several years, to see how scale scores correlate with EIBI treatment outcomes and ongoing challenges. Doing so would assess the highly desired predictive validity of the EPSE Scale, which Bandura [41] cites as the most important property to validate any self-efficacy based scale. If it is found that the scale does have clear predictive power, another question arises as to how far into the future the prediction goes. For example, if the scale identifies a challenge that the family is currently experiencing, does that predict struggles for the next two months, six months, or duration of treatment? How many challenges constitute a risk of early treatment termination? Are there particular combinations of challenges that lead to higher risk? The more that such issues are investigated, the more valuable the EPSE Scale will become in real world settings.
Researchers should also examine what types of practitioner response procedures are most effective. The assumption made here is that practitioners could use scale response data to initiate constructive dialogue with parents about possible solutions. For example, perhaps the EIBI program could be modified to better fit the family's needs, or other community resources could be secured to help struggling families. The general principle is that knowing is better than not knowing, and addressing a problem together will ultimately improve the likelihood of positive treatment outcomes and experiences. That being said, however, it would be ideal to know how to best alleviate a problem once it has been discovered. For that reason, it is recommended that future researchers investigate optimal responses for each EPSE Scale item or domain.
If other studies pursue the recommendations noted thus far of diverse sampling, predictive power, and how to best help after assessment, researchers could then closely investigate the specifics of scale scores. Individual items and subscales all have a wide range of possible scores, and with enough data it could be possible to identify what to expect for specific scoring ranges. The more clearly this relationship is understood, the easier it will be to establish consistent followup procedures that are based on an exact score. From the current study alone, it is not yet possible to determine what constitutes a score within a normal range.
4.1.
Conclusion. This pilot study completed an initial development and evaluation process for a new instrument, the EIBI Parental Self-Efficacy (EPSE) Scale. This 29-item, fivefactor tool measures the perceived self-efficacy for parents implementing home-based Early Intensive Behavioral Intervention (EIBI) for their child with autism. The scale demonstrated a series of sound psychometric properties, including a Cronbach's alpha reliability score of .900.
The four phases of this pilot study followed best practice guidelines for scale development in the social and behavioral sciences, thereby contributing to construct validity. These phases involved item generation and scale construction, a field test with expert reviewers, a pretest administration with the target population, and a large sample pilot study with 192 participants. Factor analysis revealed a clear structure of five factors with at least three items each, which were interpreted as follows: This study also contributed to the literature surrounding challenges that parents face when implementing EIBI. Through the processes of a comprehensive literature review, item development, expert review, and participant data analysis, a significant amount of evidence was obtained that suggests these items and factor themes represent real issues that parents face when trying to implement EIBI for their child. It is clear that providers should never take it for granted that parents are adequately equipped to tackle the varying amount of responsibilities they must embrace in order to sustain a successful treatment experience for their child. Providers need to be sensitive to the obstacles parents may face, and work in partnership with them to ensure a successful treatment experience. Hopefully, tools such as the EPSE Scale will facilitate that process and ultimately improve access to effective treatment for all children and families living with autism.
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